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ABSTRACT

Objective: While there is a growing body of evidence that psychopathology is common among incarcerated boys, rel-

atively little is known about the prevalence and manifestations of mental health problems among incarcerated girls. This

study examines the incidence of posttraumatic stress disorder (PTSD) in a sample of 96 adolescent female offenders and

its relation to socioemotional adjustment. Method: Self-report questionnaires were used to tap socioemotional adjust-

ment, and a semistructured interview was conducted to determine PTSD symptomatology. Results: The results indicate

that the rate of PTSD among incarcerated female delinquents not only is higher than that in the general population but sur-

passes the incidence of PTSD among incarcerated male delinquents. In addition, those who suffer from PTSD also tend

to exhibit higher levels of distress and lower levels of self-restraint. Conclusions: These findings provide a starting point

for more detailed investigations of the relations between trauma, psychopathology, and violence and suggest that the

study of trauma may offer a new way of looking at links betweenvictim and perpetrator.J. Am. Acad, Child Ado/esc,

Psychiatry, 1998, 37(11):1209-1216. Key Words: posttraumatic stress disorder, juvenile offenders, gender.

While delinquent behavior among adolescent males has,
over the past few decades, become a familiar part of our
social landscape, a more recent phenomenon is the
marked increase in adjudicated female delinquency.
Although total crime has fallen in the 1990s, the num-
ber of crimes perpetrated by female adolescents rose
23% between 1989 and 1993 (Office of Juvenile Justice
and Delinquency Prevention, 1996). Furthermore, the
severity of adolescent female crimes escalated between
1989 and 1993. In those 4 years, violent crimes such as
murder, rape, robbery, and aggravated assault rose an
astonishing 55% among female adolescents (Economist,
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1996; Office of Juvenile Justice and Delinquency Pre-
vention, 1996).

Explanations for this increase are of paramount im-
portance to researchers, social workers, and policy-
makers alike. One area that warrants particular attention
involves the relations between traumatic experiences,
mental health problems, and delinquent behavior.
Previous research has. found that exposure to traumatic
events may indeed be linked to delinquent behavior and
that delinquent acts may be a direct or indirect reflection
of past victimization (Schwab-Stone et al., 1995). Fur-
thermore, exposure to trauma has become more com-
mon in recent years.Approximately half of urban yoUths
report being exposed to shootings or stabbings, and 74%
report feeling unsafe in their environment (Schwab-
Stone et al., 1995). While there is mixed evidence on

whether femalesare more likely than males to be exposed
to trauma (compare for example, Kessler et al., 1995,
with Dembo et al., 1993; Horowitz et al., 1995), studies
have consistently found that among those who are ex-
posed to trauma, females are more likely than males to
develop mental health problems as a result (Breslau
et al., 1991; Dembo et al., 1993; Horowitz et aI., 1995;

Kessler et al., 1995). In particular, ferpales are six times
more likely than males to develop posttraumatic stress
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disorder (PTSD) (Giaconia et al., 1995). Given the

growing body of research indicating that victims of vio-
lence are more likely than their peers to also be perpetra-
tors (e.g., Bell and Jenkins, 1993; Haywood et al., 1996;
Widom, 1989), it has been suggested that recent in-
creases in female delinquency may be a consequence of
the females' greater susceptibility to the traumatic events
they experience in the increasingly violent settings of
modern urban neighborhoods, and that, as a result, we
should view female delinquency as a symptom rather
than the problem itself (Bowers, 1990).

Events such as abuse, molestation, and wirnessing
violence are well-known risk factors for the development
of trauma-related psychopathology (Horowitz et al.,
1995), but while there is a growing body of evidence
that such psychopathology is common among incarcer-
ated boys (Burton et al., 1994; Steiner et al., 1997), rel-
atively little is known about the prevalence and
manifestations of trauma-related mental health prob-
lems among incarcerated girls. This study will examine
one form of trauma-related psychopathology-PTSD-
in a population of delinquent females. Specifically,this
study has three goals: (1) to describe the types of trauma
these females experience, (2) to establish the incidence
of PTSD among incarcerated females, and (3) to exam-
ine the relation betWeen PTSD and socioemotional ad-

justment among this population. We emphasize that the
goal of this study is not to provide a comprehensive de-
scription of the relations betWeen trauma, psychopa-
thology, and delinquency, but rather to present initial
descriptive data on one disorder among delinquent girls
and to determine how these data are correlated with key
measures of adjustment. Further study will be required
to obtain an accurate and detailed understanding of the
links betWeen traumatic experiences, adjustment, psy-
chopathology, and delinquency. Our hope is to provide
a starting point for such research.

PTSD is typically caused by an overwhelming event
outside the range of ordinary human experience. Diag-
nostic criteria for PTSD include a history of exposure to
a "traumatic event" and symptoms from each of three
clusters (specifically, intrusive recollections, avoidant/
numbing symptoms, and hyperarousal symptoms) last-
ing for at least 1 month (American Psychiatric Asso-
ciation, 1994). Previous researchhas found that betWeen

1% and 14% of the general population currently suffer
from PTSD (American Psychiatric Association, 1994),
but higher lifetime incidence rates of PTSD have been
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found among urban and incarcerated youths. For exam-
ple, Horowitz et al. (1995) found that 67% of urban
adolescent girls met PTSD symptom criteria over their
lifetime. Steiner et al. (1997) found that 32.3% of incar-

cerated males were currently presenting symptoms of
PTSD. To date, rates of PTSD among incarcerated
females have not been examined, nor have comparisons
been made betWeen males and females in high-risk
settings.

PTSD has also been shown to be associatedwith prob-
lem behaviors. In a study of 384 community-based ado-
lescents,Giaconia et al. (1995) found that those with any
history of PTSD symptomatology (14.5%) were more
likely than those without to have behavioral-emotional
problems, interpersonal problems, academic failure, suici- .

dal behavior, and health problems. Furthermore, those
with current PTSD symptomatology (6.3%) were more
at risk than those with past symptomatology.

Previous research on incarcerated males suggests that
PTSD symptomatology is associated with disturbances
in socioemotional adjustment (Steiner et al., 1997).
There is a growing consensus that socioemotional adjust-
ment and personality can be described in terms of rel-
atively few broad dimensions. For example, Tellegen
(1985) described dimensions of negative emotionality,
positiveemotionality, and constraint (Church and Burke,
1994), whereas Block and Block (1980) described per-
sonality in terms of ego-resilience and ego control.
Weinberger and Schwartz (1990) have conceptualized
socioemotional adjustment in older children, youths,
and adults in terms of tWo superordinate dimensions:
distress and self-restraint. The subjective experience of
distress, a composite of anxiety, depression, low self-
esteem, and low well-being, refers to the tendency to feel
dissatisfied with oneself and one's ability to achieve de-
siredoutcomes. It incorporates aspectsof high negativity
and low positive affectivity (Watson and Clark, 1984).
The other superordinate dimension, self-restraint, is a
composite of impulse control, suppression of aggres-
sion, consideration of others, and responsibility.It refers
to socialization and self-control in terms of inhibiting
immediate desires that conflict with one's long-term in-
terest or with positive relations with others.

Since previous research has related PTSD symptom-
atology to disturbances in socioemotional adjustment
among incarcerated males (Steiner et al., 1997), and
because girls may be more susceptible to the effects of
traumatic events, we believe that females suffering from
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PTSD will exhibit high levelsof distress and low levels
of restraint. We hypothesize that incarcerated female
juvenile delinquents will report higher levels of trau-
matic events and as a result will exhibit higher rates of
PTSD than the general femalepopulation and that these
rates will also exceed those observed among male juve-
nile delinquents. In addition, we hypothesize that incar-
cerated boys and girls with PTSD will demonstrate
adjustment styles different from those of incarcerated
youths without PTSD.

METHOD

Sample

The sample consisted of 96 female wards from the California
Youth Authority (CYA),Ventura School.The girls' ages ranged from
13 ro 22 years (mean age = 17.2 years, SD = 1.8), and the emnic dis-
tribution was as follows: 23.3% white, 21.1 % African-American,
28.9% Hispanic, 4.4% Asian, 12.2% biracial, and 10% oilier. The
girls were sentenced for a range of committing offenses:69% for vio-
lent crimes against people (e.g., murder, assault, robbery), 21% for
property crimes (e.g., burglary, auto theft, receivingstolen property),
4% for drug-related crimes, and 6% other crimes (e.g., prostirution,
evading an officer).Approximately 43% of the femaleoffenders were
officially identified as gang members. The averageduration of incar-
ceration at the CYA facility was 18 months, with a minimum of 3
monms and a maximum of 86 months.

A comparison sample of incarcerated boys was obtained from a
previous study by Steiner et aI. (1997). It consisted of 93 male wards
from the CYA, O.H. Close School.The averageage was 16.6 with a
standard deviation of 1.2, the minimum age being 13 and the maxi-
mum 20. The racial makeup was as follows: 37.6% African-
American, 26.9% Hispanic, 30.1 % white, and 5.4% other. The
average duration of incarceration at the CYAfacility was 13 months.
Committing offenses ranged from auto theft (Youthful Offender
Parole Board [YOPB] category 7) to first-degreemurder (YOPB cat-
egory 1). The modal YOPB category was 3, representing rape, rob-
bery, or other violent crimes. The youths in both me male and female
samples are representative of the general CYA population (Steiner
et aI., 1997).

Procedure

Data for the female population were collected between 1996 and
1997. Self-report questionnaires were administered by an on-site psy-
chologist and were originally completed as part of a broader srudy in-
volving the development of a mental health screen for incarcerated
youms. This study was approved by both the CYA and the institu-
tional review board at Stanford University.Subjects who completed
questionnaires were interviewed in either December 1996 or June
1997. Upon initial contact, verbal and written explanations were
provided, confidentiality was assured, and written consent was ob-
tained. Specifically,prospective participants were told that the infor-
mation provided would not be shared with me staff at the CYA. In
addition, subjects were told that their treatment at me CYA would
not be affected nor would they gain anything toward their eventual
parole whether they decided to participate or not. Interviewers em-
phasized that the procedure was voluntary and that subjects could
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wimdraw at any time wimour penalty. Prospective participants were
told mat me study focused on stress in women's lives and how mey
cope with mat stress. Of 99 femalewards approached, mree chose to
leave the study during the consent and interview process because
mey did not want to talk about stressfuland traumatic events.

The duration of me interviews ranged from 15 to 45 minUtes, de-
pending on each subject'swillingness to talk. A debriefing period was
induded to provide closure after discussing extremely traumatic
events. Each participant was asked not to discuss me procedure in de-
tail with other wards, so as not ro influence the experience of oilier
participants, and was encouraged to notifYone of the interviewers or
staff if she had any questions or later felt she needed to talk.

Measures

SocioemotionalAdjustment. The 62-item Weinberger Adjustment
Inventory was used to assess two broad dimensions of socioemo-
tional functioning: distress and self-restraint (Weinberger and
Schwanz, 1990). Each of the items was rated on a 5-point scale (5 =
very true of me to 1 = not true of me). A distress score was derived
from 29 items tapping four affectivedimensions: anxiety,depression,
low welJ-being, and low self-esteem (a = .82). Sample questions in-
dude, "I worry too much aboUtmings that aren't important," and "I
ofren feel sad or unhappy." A restraint score was derived from 30
items tapping four dimensions: impulse control, suppression of ag-
gression, responsibility, and consideration (a = .85). Sample items
include, "I do things withoUt giving them enough mought," and "1
mink about other people's feelingsbefore I do something mey might
not like." Distress and self-restraint scores are presented as percentile
scores based on clinical and nonclinical samples of more than 2,000
adolescents (Weinberger, 1997). The scale has been found to have
good psychometric properties and to display convergent, discrimi-
nant, and predictive validity in both delinquents and nondelinquent
adolescents (Feldman and Weinberger, 1994).

Traumatic b:periences. The incidence of trauma was reported in
two ways. First, overall exposure to trauma was assessedusing three
separate questions. Subjects were asked to respond yesor no to the fol-
lowing items: "Have you ever been badly hurt or in danger of being
hurt?" "Have you ever been raped or been in danger of being raped?"
"Have you ever seen someone severelyinjured or killed (in person-
not in the movies or on TV)?" In addition ro the three traumatic
experiences asked on the questionnaire, we also recorded the type of
traumatic experience they mentioned during the PTSD interview.
Two independent raters listened to each tape and categorized tbe
trauma each girl experienced into 1 of 10 categories: rape/molesta-
tion, abuse by family member, witness of domestic violence, witness
of violence committed by others, victim of violence, their commit-
ting offense, death of a loved one, other (e.g., car accident, drug-
related experiences), will not reveal trauma ro interviewer, and no
trauma reported. The raters were college graduates who were trained
by a board-certified child and adolescent psychiatrist. The interrater
reliability was satisfactory (1C= 0.77), and when discrepancieswere
encountered, they were resolved by a board-certified child and
adolescent psychiatrist.

PosttraumaticStressDisorder.PTSD was assessed using me PTSD
module of the Revised Psychiatric Diagnostic Interview (Othmer
et aI., 1981). This semistructured interview contains 27 questions,
including 1 cardinal item, 5 social significance questions, and 4
groups of auxiliary questions. PTSD is established according to
DSM-IIJ-R criteria. The interview begins with the cardinal question:
"Have you ever experienced nightmares or flashbacks, in which you
found yourself reliving some terrible experience over and over
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again?" The interview then progressesto the social significance ques-
tions (e.g., "Did your reactions to this event ever interfere with your
schoolwork, your job, or your chores around the house?"). The
remainder of the interview comprises three subgroups of questions.
Group A consists of three questions to assessintrusive thoughts and
nightmares (e.g., "Did you find that you often could not stop the
memory of this event from popping into your mind, no matter how
hard you tried?"). Group B includes six questions that assessthe sub-
jective experience of the trauma (e.g., "Even after this event was com-
pletelyover, did you find yourself much more weak and helpless than
before?").Group C contains sixquestions pertaining to cognitive and
behavioral responses to the trauma (e.g., "Did you become more
jumpy, jittery, nervous, or irritable than before?").Severaladditional
questions were asked to help place the events in context.

To receive a diagnosis of current PTSD, an interviewee was
required to have answered affirmativelythe cardinal question, at least
one of the social significance questions, groups A and B, and at least
tWo from group C. Furchermore, the symptoms described had to
have been present in the past month, with previous manifestations in
the past 3 months. While the measure typically requires a positive
answer to the cardinal question beforesubsequent questions are raised,
we found it necessary to alter this format slightly because this popu-
lation is known to "forget" or avoid discussing traumatic experiences.
Therefore, even when subjects answered no to the cardinal question,
we cominued with the rest of the interview as if the person had
answered yes. If a subject's memory was triggered later in the inter-
view,we then rescored the cardinal question positively.

In addition to coding for current PTSD, we also coded forprevious
PTSD. Respondents were classifiedas exhibiting previous PTSD if
they met the criteria for PTSD but the symptoms occurred more
than 3 months before the interview. A positive lifetime PTSD score
was used to identifYrespondents who met the criteria for either cur-
rent or previous PTSD.

PartialPTSD was also scored, with apartialPTSD diagnosis given
to respondents who answered yes to the cardinal question and at least
one other question. Current, previous, and lifetime parcial PTSD
scores were assigned in analogous manner to those for full PTSD. In
summary, for the analyses that follow, tWo different scores are used:
(1) a current classification of either no PTSD, parcial PTSD, or full
PTSD and (2) a lifetime PTSD score of either no PTSD, partial
PTSD, or full PTSD.

Through substantial testing, the reliabiliry and validity of this
interview measure has proven reasonable in a general population
(Othmer et al., 1981) and specifically in delinquent populations
(Steiner et al., 1997). In this study, interrater reliability betWeen tWo
independent raters (college graduates) was 90% (r = 0.82, ]( =0.76)
for lifetime diagnosis of PTSD and 73% (r = 0.66, ]( = 0.54) for cur-
rent PTSD. All disagreements were resolved via discussion with a
third rater (a board-certified child and adolescent psychiatrist).
Instructions were to present all PTSD interview findings and exam-
ine them tOgether for veracity and then reach a compromise. The
PTSD diagnoses used in this study represent these final agreements.

RESULTS

This stUdy examines the relation between gender,
trauma, delinquency, and mental health. The results are
organized as follows: First, we identify the types of
trauma to which incarcerated females were exposed.
Second, we report the incidence of both lifetime and
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current PTSD among incarcerated femalesand compare
these rates with those of an incarcerated male popula-
tion. Finally, we examine the influence of PTSD on
socioemotional adjustment.

IncidenceofTrauma

The incidence of trauma was assessed by both stan-
dardized questions and topics mentioned during the
interview. On the basis of the trauma-related items on

the questionnaire, it appears that the majority of incar-
cerated females were exposed to multiple types of trau-
mas. Specifically,74% reported being either badly hurt
or in danger of being hurt, 76% reported witnessing
someone severely injured or killed, and 60% reported
being raped or in danger of being raped.

In addition to the standardized questions on exposure
to trauma, we also recorded the type of trauma the
females reported during the interview. The traumatic
events that were spontaneously recalled by the female
offenders during the interview may be an underestimate
of traumatic events experienced, since we did not sys-
tematically ask for historical accounts or for an enumer-
ation of all traumatic eventS.These traumatic accounts

were divided into fivecategories: (1) being a victim of vi-
olence (e.g., victim of rape/molestation, physicalassault/
attack); (2) witnessing a violent act (e.g., seeingsomeone
shot or stabbed); (3) participating in a violent act (e.g.,
their own committing offense); (4) other (e.g., being in a
serious car accident); and (5) no mention of any trauma.
From the self-reported evidence cited above, it appears
that boyswere more likely to be traumatized as observers
of violence, whereas girls were more likely to be trauma-
tized as direct victims (X24=42.9,P < .001). These find-
ings are presented in Table 1.

Incidence of PTSD

It was predicted that incarcerated female juveniles
would have elevated lifetime and current rates of PTSD

in comparison with other populations. In this stUdy,
65.3% (n = 62) of subjects had experienced PTSD at
some time in their lives,with an additional 9.5% (n =9)
expressing some partial symptomatology of the disorder
at some time in their lives.While 65.3% of the females

displayed symptoms of PTSD at some time in their
lives, 48.9% of the incarcerated females were currently
exhibiting signs of PTSD and 11.7% had partial PTSD
symptoms at the time of the study.
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TABLE 1
Characteristics of Study Sample

Female Sample
(n =96)

Mean age, years (SD)
Erhniciry, %

African-American

Hispanic
White
Other

Average length of incarceration,
months

Current symptOms of PTSD, %
No symptOms
Partial
Current PTSD

Types of trauma mentioned, %
VIctim of violence
Witness violent act

Participate in violence
Other violence
No mention of trauma

21.1
28.9
23.3
26.7

18

39.4
11.7

48.9

51
17
12
9

11

17.2 (1.8)

Male Sample
(n = 93)

16.6 (1.2)

37.6
26.9
30.1

5.4

13

48.4
19.4
32.3

15
48

5
7

25

Note: PTSD =poSttraumatic stress disorder.

We predicted that female juvenile delinquents would
exhibit a higher incidence of current PTSD symptom-
atology than male juvenile delinquents. The data strongly
confirm this prediction. Females were approximately
50% more likely to be suffering currently from PTSD

100%

0%

No Symptoms

FEMALE OFFENDERS AND PTSD

than the equivalent male population (48.9% versus
32.3%). This is a significant difference (X22= 5.83, P <

.05). The incidence of partial PTSD was similar among
female and male juvenile offenders (11.7% versus 19.4%,
respectively) (Table 1).

Personality,Gender, and PTSD

It was predicted that among incarcerated youths,
those with current PTSD symptomatology would differ
from those without such symptoms in levels of socio-
emotional adjustment (i.e., distress and restraint). We
tested this hypothesis using a 2 X 3 (gender X PTSD)
analyses of variance, for which we divided subjects into
three PTSD categories (using the current PTSD diagno-
sis): those with no symptoms, those with partial symp-
toms, and those with current PTSD. Self-reponed
distress varied as a function of PTSD group, with higher
levels of PTSD symptomatology associated with higher
levels of distress (F2,160= 14.69,P < .001) (Fig. 1). Self-
restraint was also found to vary betWeen subjects with
and withoUt symptoms of PTSD. Those without PTSD
tended to demonstrate higher levels of restraint than
those with eitherpartial or fulldiagnoses(F2,l6J= 4.36,
P < .01) (Fig.2).

Modest gender differences in adjustment were ob-
served. Specifically,females were more likely than males

Posttraumatic Stress Disorder

Partial Current PTS D

Fig. 1 Posttraumatic Strcssdisorder (PTSD) differences in distress.
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Posttraumatic Stress Disorder
Fig. 2 Posttraumaticsuess disorder (PTSD) differences in seIf-restrainc.

to exhibit higher levelsof distress (Fl.l60= 3.19,P< .07),
although they were similar to males on levels of self-
restraint. There were no significant interactions betWeen
gender and PTSD group in the prediction of distress or
restraInt.

DISCUSSION

With the increase of violence in our inner cities and

the rise of female delinquency, understanding the rela-
tions betWeen gender, trauma, delinquency, and mental
health has become ever more important. In this study
we found that not only was the rate of exposure to
trauma extremely high among incarcerated females
(more than 70% of our sample had been exposed co
some form of trauma), but the rates of PTSD were ex-

tremely high as well. Female juvenile delinquents were
nearly 6 times more likely to suffer from PTSD both
currently and at some time in their livesthan the general
population and 50% more likely co exhibit current
symptoms of PTSD than male juvenile delinquents. In
addition, PTSD was found CObe associatedwith the so-

cioemotional adjustment of these youths. Those suffer-
ing from PTSD were more likely to exhibit higher levels
of distress and lower levelsof self-restraint.

In addition to documenting the high levelsof trauma
experienced by incarcerated females,this stUdyalso estab-
lished that the traumas experienced by delinquent females
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may be quite different from those experienced by delin-
quent males.Males, for example,were more likelythan fe-
males to report having witnessed a violent event (e.g.,
more than half of the male sample reported witnessing
the killing of a friend or familymember). Females,on the
other hand, were more likelyto mention being the victim
of violence (e.g., more than half of the femalesample re-
ported being a victim of either sexualor physicalabuse).

Previousresearchhasshown that femalesaremore likely
than males to develop PTSD after exposure co trauma
(Breslauet al., 1991; Dembo et al., 1993; Horowitz et al.,

1995).The results of this study are consistent with such
a gender difference but suggest that it may be a reflection
of differences in the nature of traumatic events endured

by males and females rather than (or, possibly, in addi-
tion co) differences in the ways males and females re-
spond to similar traumas. Indeed, some researchsuggests
that being a victim of violence is more likely to lead to
mental health problems than witnessing violence
(Boney-McCoy and Finkelhor, 1995).

Our study is the first to examine PTSD among incar-
cerated female delinquents. As expected, we found that
lifetime and current rates of PTSD in this population
were significantly higher than among the general adoles-
cent female population. The prevalence of PTSD in the
general female adolescent population is 11%, as esti-
mated by Giaconia et aI. (1995) in a study of white work-
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ing class youths and 9.2%, as assessedby Breslau et al.
(1991) in a sample of urban young adults. More surpris-
ingly, however, we found that the lifetime incidence of
PTSD in our sample (65%) was similar to that observed
by Horowitz and colleagues' (1995) sample (67%) of
adolescent girls from inner-city neighborhoods. \X'hile
differences between the populations in question make
direct comparison difficult, we can see, nevertheless,that
exposure to trauma is a common theme among inner-
city and delinquent girls alike.

\X,'hiIethis study contributes to our undemanding of
the relation between trauma, delinquency, and mental
health, the findings should be interpreted with caUtion.
First, our sample was small and did not allow for blind
coding between males and females. W'hile this stUdy
examined only 96 female delinquents, these girls rep-
resent nearly one quarter of the incarcerated femalepop-
ulation in the CYA. This population, while unique in
the seriousness of its crimes, is other.vise representative
of female delinquents in California with regard to age,
ethnicity, and socioeconomic statUs. Second, this stUdy
investigated only one mental health problem, PTSD,
and. did not consider comorbid pathology even though
it is known that PTSD is accompanied by other dis-
orders (Kessleret al., 1995; Riggs et al., 1995;W'hitmore
et aI., 1997). Third, the cross-sectional natUre of the

study did not allow us to address issues of causality.
Without well-defined chronologies, one cannot dismiss
the possibility that factors responsible for the devel-
opment of PTSD may also lead, separately,to socioemo-
tional maladjustment or that behavioral problems may
increase one's exposure to potentially traumatic events.
Fourth, since the stUdy focused solely on the most trau-
matic experience, the events reported by the female
offenders during the interview may be an underestimate
of the actUaltrauma in their lives. Finally, the appropri-
ateness of comparisons with other samples is extremely
difficult to assess.The Horowitz et al. (1995) sample, for
example, while similar to ours in socioeconomic statUs,
was recruited when subjects made appointments at a
medical clinic (primarily to obtain birth control pills).
This group may thus be more planful than the neighbor-
hood norm. Giaconia and coworkers' (1995) sample,
meanwhile, is 99% white, primarily from working or
lower-middle class backgrounds. Nevertheless, as long as
these differences are kept in mind, qualitative compari-
sons among these groups provide useful information re-
garding the prevalenceof PTSD in a varietyof populations.
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An interesting result of this stUdy is that during the
PTSD interview, only 12% of the incarcerated females
reported no trauma in their lives.This leaves88% of the
girls exposed to some form of trauma, yet only 61% ever
displayed symptoms of PTSD. W'hy did the remaining
27% not show signs of PTSD? One possibility is that
our measure of PTSD is not sensitive enough. Another
explanation could be that people who are repeatedly
exposed to trauma no longer react to it (Yehuda and
McFarlane, 1995) or that the stressors they were exposed
to differed in kind or severity. Unfortunately, we were
unable to investigate this question because our sample
was too small.Alternatively,there may be internal mech-
anisms (such as coping strategies) or personality factors
that protect or insulate some people from such mental
health problems (Raine, 1993).

By establishing a ~ndamentallink between PTSD
symptomatology and measures of impulse control and
suppression of aggression, this study paves the way for
more detailed investigations of the natUre of this link
and its implications. Such stUdies should endeavor to
establishwhether this link iscausal,or whether symptoms
of PTSD and disturbances of socioemotional adjust-
ment are comorbid consequencesof other environmental
or psychopathological factors. The results of such
stUdies have profound implications for the prevention
and treatment of juvenile delinquency. If PTSD or
other comorbid pathological conditions are found to
have a causal relation to socioemotional adjustment, the
proper treatment of such disorders may be crucial to en-
suring the effectivenessof interventions designed to treat
antisocial behavior. If, on the other hand, the observed

relations are not directly connected, the detection of
PTSD symptoms may nevertheless provide useful clues
regarding the possible sources of socioemotional distur-
bances and problem behavior.

Clinical Implications

Our findings have some clinical implications, espe-
cially for clinicians providing care and consultation to
incarcerated youths. First, the fact that PTSD often goes
undiagnosed may result in a lack of match between
treatment and need. For instance, female offenders are

often referred for attention problems when, in fact, the
underlying issue may be PTSD. Second, the manifesta-
tion of PTSD may interfere with the ability of these
young women to benefit from the rehabilitative pro-
grams offered by the system. Clinically, we can expect
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that that someone who actively suffers from PTSD will
also have more difficulty controlling his or her impulses,
requiring extra and perhaps more intensive intervention.
This suggests that clinicians need to be prepared to
explore gently and persistently to uncover symptOms of
PTSD.

The association of PTSD status with elevated levelsof

distress and deficitS in restraint has implications for the
furore of these girls. For instance, previous research has
found that male juvenile offenders who exhibit low
levels of restraint are more likely to reoffend 4)1and 10
years later (Steiner et aI., in press; Tinklenberg et aI.,
1996). This effect was apparent after controlling for se-
verity and frequency of previous crimes and age at onset
of criminality. Similar oUtcomes may be expected for
girls, but this remains to be demonstrated.
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